Introduction
Despite the presence of similar degree of severe hyperglycemia in both nonketotic hyperosmolar status (NKHS) and hyperglycemia on maintenance dialysis (HMD), the absence of osmotic diuresis due to the negligible renal function in patients with HMD was assumed to cause the different clinical manifestations from those of NKHS with intact renal function in general [1] [2] [3] .
Clinical pictures are related mostly to severe dehydration or hypovolemia due to the profound losses of water and solutes in NKHS. The most common presenting manifestations were dyspnea (51%) and pulmonary edema (44%) followed by nausea and vomiting (35%) and even no symptoms at all (12%) in a recent analysis of 43 episodes of HMD 3) .
Hereby, we report a case of HMD admitted due to recurrent symptomatic hyperglycemia always with nausea and vomiting. However, these symptoms were found to be related to the gastroparesis with noncompliance to prokinetic medications rather than to the hyperosmolality due to hyperglycemia itself.
Case report
On .
However, the calculated effective serum osmolality, i.e., hypertonicity, by subtracting the osmolality due to urea from total serum osmolality, was only 286 mOsm/kg H2O (Table 1) 6)
.
As on his previous admissions, the initial impression .
Hyperglycemia in the NKHS causes coma and other neurologic deficits. Osmotic diuresis has an important role in these circumstances 7) . On the contrary, the absence of In the analysis of data in a series of HMD (n=12) in comparison to NKHS, despite the similar degree of hyperglycemia, the serum sodium level averaged only 125 mEq/L, a value considerably less than those found in the NKHS, 144 mEq/L, and accordingly, the calculated effective osmolality (tonicity) in HMD was 316 mEq/L compared to 384 mEq/L in NKHS 1, 2) . Similarly, because of the low serum sodium levels ranging from 129 to 131 mEq/L, our patient's calculated effective osmolality (tonicity) ranged only from 288 to 303 mOsm/kg H2O (Table   1) . Therefore, absence of osmotic diuresis and dilution of the extracellular compartment by intracellular water transfer seems to be the main causes of modest hypertonicity in HMD as was seen in case.
As described above, despite the fact that changes in serum tonicity levels caused by hyperglycemia is gene- Nausea and vomiting could be one of the gastrointestinal symptoms due to severe hyperglycemia in HMD, and it was the one of the common presenting clinical manifestations preceded by pulmonary edema and dyspnea only 3) .
However, symptomatic diabetic gastroparesis (DGP) manifested by chronic nausea and vomiting develops in approximately 50% of diabetics on maintenance dialysis.
Furthermore, uncontrolled hyperglycemia (50%) is more prevalent than hypoglycemia (10%) in DGP, and poor glycemic control seems to be its major pathogenetic factor 8) . In another point of view, DGP and poor glycemic control in HMD could be closely linked with undetermined relation of the cause and effect between them.
However, in our patient, a case with HMD, showed evidence that uncontrolled DGP was the cause of uncontrolled hyperglycemia.
